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·Letter to the Editor· A presumed iridocyclitis developed to panophthalmitis caused by a non-metallic intraocular foreign body I write to present one case report of a patient suffered the panophthalmitis caused by non-metallic foreign body with no etiologic agent and recovered quickly by phacoemulsification and vitrectomy with silicone oil tamponade. Ocular trauma remains a major cause of blindness, particularly in the working-age population. Intraocular foreign body (IOFB), frequently accompany penetrating ocular injuries and can lead to increased ocular morbidity [1] . IOFB can cause several ocular damages such as retinal break, branch retinal vein occlusion, choroidal neovascularization, siderosis bulbi, chalcosis and endophthalmitis [2] [3] [4] . The most important rule in treating patients with IOFB is that the primary goal of the intervention, while typically including foreign body removal, is comprehensive anatomical reconstruction of the injured eye so that the best possible visual outcome can be achieved [5] . To our knowledge, no previous cases of presumed iridocyclitis developed to chronic panophthalmitis caused by a small nonmetallic foreign body in the posterior segment have been reported. This study was approved by the research Ethics Committee of the Second Affiliated Hospital of Zhejiang University School of Medicine. Due to the retrospective nature of this study, the inform consent from individual patient was waived by IRB in this study. A 60-year-old man complained for his eye redness and pain for the initial visit. He was diagnosed with iridocyclitis for the ciliary congestion and keratic precipitates. Then he took the pred forte and pranopulin prescribed by the doctor. Three weeks later, his eyesight dropped to 2/100. A ciliary-like foreign body was found in the vitreous cavity ( Figure 1A ). Conjunctiva and sclera congestion were seen clearly from slit lamp examination (Figure 2A ). No retinal damages were seen from the fundus image ( Figure 2B ). Then he recalled he was hit by the branch one month ago. He was quickly referred to a retina specialist and made a reservation for magnetic resonance imaging (MRI). Though the MRI did not show any foreign bodies, the progression of the ocular damage was still seen. The sclera necrosis was disclosing and the vitreous body was blurry. Lots of small bright spots were showed in the vitreous body by B-scan, which consisted with necrotizing scleritis and panophthalmitis. Nothing could cause these damages except for the foreign body in the vitreous. So, we arranged the phacoemulsification and pars plana vitrectomy for him. In the operation, we found that the sclera was melting and the uvea pigment was evident ( Figure 2C ). Furthermore, the retinal vessels were occluded ( Figure 2D ). The cataract was extracted by phacoemulsification. Then anterior vitreous body before the foreign body was carefully removed. Then the IOFB was taken out from the sclerotomy site with internal limiting membrane forceps. It looked like broken eyelash and was 1.2 mm length ( Figure 1C ). After the turbid vitreous body was removed, silicone oil tamponade was done. The best corrected visual acuity (BCVA) of the patient improved to 6/10 one month after the surgery. There was no any active inflammation in the anterior segment ( Figure 3A-3B) . However, the pigment of the uvea was still seen on the sclera ( Figure 3A) . We could confirm the reperfusion of the retinal vessels from the fundus image and fluorescein angiography ( Figure 3C-3D) . Panophthalmitis is a relatively rare but very serious progressive and devastating ocular infection usually leading to enucleation [6] . Baccillus cereus is well known for inducing endophthalmitis following traumatic injury [7] . Also it is reported to cause panophthalmitis after double-penetrating ocular injury [8] . However, it was chronic panophthalmitis caused by a foreign body for our patient. He had not developed to panophthalmitis after hit by the non-metallic foreign body until one month later. It can not be acute bacterial pathogens. Interestingly, the bacterial cultures of the aqueous humor and vitreous were both negative. As reported, the most common bacteria were Staphylococcus and Streptococcus [9] [10] . Streptococcus mitis can cause severe occlusive vasculitis [11] . Due to the blurry vitreous and occlusive retinal vasculitis of this patient, the pathogen might be the Streptococcus mitis. The possible pathophysiological mechanism of panophthalmitis with broken eyelash remains unclear. Since the patient suffered from the delayed leukocytoclastic retinal vasculitis, chronic nongranulomatous choroiditis and scleral necrosis. It might be an immune-mediated type III hypersensitivity reaction to the eyelash. Emergent pars plana vitrectomy and silicone oil tamponade seemed to stop the exacerbation. It seemed that panretinal photocoagulation was not necessary since reperfusion of the retinal vasculature could be seen one month after surgery from fluorescein angiography. The patient recovered very quickly. MRI is superior to computed tomography (CT) in detecting the smallest pieces of wood. However, it depends on the types and sizes of the foreign body. For this patient, there was no positive finding in MRI. We found it by fundoscopy with dilated pupil. Sometimes the fundamental examination worked when MRI and CT showed negative results. For the small IOFB, it was difficult to remove it completely without any damage. With internal limiting membrane forceps, we successfully took it out with its integrity. Non-metallic foreign body could induce masked iridocyclitis and chronic panophthalmitis. Emergent surgery could halt the deterioration and accelerate the rehabilitation process. 
